Le but de l'étude examiné dans cet article était de comprendre comment les professionnels des soins de santé qui ne sont pas médecins, mais travaillent dans des milieux primaires canadiens de soins de santé, facilitent l'accès des personnes âgées aux services de soutien communautaire (SSC). L'utilisation de SSC a un impact positif pour les clients, mais ils restent sous-utilisés en raison du manque de prise de conscience. En utilisant une approche descriptive qualitative, nous avons interrogé 20 professionnels de la santé de diverses disciplines et modèles de soins de santé primaires sur les processus qu'ils utilisent pour lier les patients âgés à SSC. Les participants ont collaboré intensivement avec des collègues professionnels au sein et à l'extérieur de leurs organisations pour trouver SSC pertinents. Ils faisaient participer activement les patients et leurs familles à faire ces liens et ont assuré le suivi. Il est troublant de constater qu'ils comptaient sur les ressources périmées et des stratégies de recherche ineffi caces pour trouver les SSC. Nos résultats peuvent être utilisés pour développer des ressources et des approches afi n de mieux soutenir les fournisseurs de soins de santé primaires en reliant les adultes âgés à des CSS pertinents.
Many older adults desire to remain in their own homes for as long as possible, an outcome also desired by governments although with cost savings as the rationale. Older adults who can maintain their health and continue to live in their own homes may use fewer more-expensive health services such as emergency departments, hospital stays, and longterm care. Community support services (CSSs) play an important role in helping older adults remain in their own homes. Many countries, including Canada, have developed a variety of CSSs to facilitate aging in place. CSSs are delivered in the home or community to help people maintain the highest possible level of functioning and quality of life. Examples of CSSs include meal services, transportation services, day programs, volunteer visiting, and caregiver support services. Use of such services results in positive impacts for older adults (e.g., improved life satisfaction and mood; increased engagement in activities) and their caregivers (e.g., reduced stress, burden and depression, improved mood, life satisfaction, and sense of community) (Winslow, 2003 ; Zarit, Gaugler, & Jarrott, 1999 ) .
Despite the need for and availability of these services, research shows that many CSSs are underutilized by older adults and caregivers due to their lack of awareness (Strain & Blandford, 2002 ) . Although older adults have identifi ed both primary care physicians and their professional staff as their main sources of information about CSSs (Denton et al., 2008 ) , there is a lack of knowledge as to what these professionals do to facilitate linkages. To address that lack, therefore, we conducted a study to understand how non-physician health care professionals (HCPs) (e.g., nurses, social workers, pharmacists) in primary care settings facilitate older persons' access to CSSs. This understanding is vital to develop approaches for improving HCPs' ability to facilitate older adults' access to CSSs and potentially improve the adults' quality of life, sustain their independence in the community, reduce inappropriate use of more costly services, and delay institutionalization.
Literature Review
Access to CSSs is challenging because of a number of factors, including the multiplicity of agencies and organizations that provide these services, the lack of a central access point, and the lack of awareness of such services (Strain & Blandford, 2002 ) . This literature review begins with a summary of older adults' awareness of CSSs and then moves to a discussion of this awareness by health care providers, who are identifi ed by older adults as key sources of information about CSSs. Awareness in these studies includes awareness of the existence of the service and/or awareness of how to connect to the service. Research refl ects wide variation in the proportion of older adults who were aware of various CSSs, ranging from 31 per cent to 78 per cent in some studies (Calsyn & Winter, 1999b ; Ward, Sherman, & LaGory, 1984 ; Wister, 1992 ) . Literature indicates that knowledge or awareness of CSSs is associated with the actual use of these services and is thus a crucial factor (Calsyn & Roades, 1993 ; Calsyn, Roades, & Klinkenberg, 1998 ; Calsyn & Winter, 2000 ) . In addition, most of the available literature related to CSSs is outdated and combines CSSs with health services (Calsyn & Roades, 1993 ; Calsyn et al., 1998 ; Chapleski, 1989 ; Krout, 1985 ; Kushman & Freeman, 1986 ; Salvage, Jones, & Vetter, 1988 ).
Most of the aforementioned studies of older adults' awareness of CSSs are limited by a type of response bias called "agency awareness overclaiming" or acquiescence bias (Calsyn & Winter, 1999a , p. 399) . "Acquiescence bias is defi ned as the tendency to respond to questions affi rmatively, regardless of content" (Calsyn & Winter, 1999a , p. 400) . Study respondents reported being aware of fi ctitious agencies embedded in lists of real agencies (overclaiming) and reported being aware of more real agencies on agency listings (acquiescence) than other respondents (Calsyn & Winter, 1999a ) . Some studies have used open-ended questions in an attempt to overcome these biases (Snider, 1980a (Snider, , 1980b .
Researchers have used vignette methodology as a way to prevent acquiescence bias. Hughes and Huby ( 2002 ) indicate that "vignettes consist of text, images or other forms of stimuli to which research participants are asked to respond. They can be presented to participants in a number of different forms, ranging from short written prompts to live events" (p. 382). The use of vignettes is an established research methodology used to closely approximate real-life decision-making situations through the use of hypothetical situations (Hughes & Huby, 2002 ; Schoenberg & Ravdal, 2000 ; Spalding & Phillips, 2007 ) . Research previously conducted by this team used vignettes to assess older adults' awareness of CSSs (Denton et al., 2008 (Denton et al., , 2010 Ploeg et al., 2009 ) . In telephone interviews, 1,152 older adults were read a series of four vignettes describing common situations where CSSs would be appropriate (Denton et al., 2008 ) . Awareness of CSSs varied by the presented vignette, and ranged from 1 per cent to 41 per cent of respondents being able to identify a CSS, with an average of 21 per cent across vignettes.
Across the four vignettes, 43 per cent of respondents were unable to name even one CSS (Tindale et al., 2011 ) . Older adults were more likely to be aware of services to assist with caregiver burden, dementia services, and transportation services. However, there was very little awareness of CSSs related to managing chronic conditions, safety, fi nancial abuse, and fi nding leisure activities. When asked where they would get information about CSSs, the most common response from older adults was their family physician or family physician's offi ce, with 26 per cent of respondents noting this source of information (Denton et al., 2008 ) . Other less commonly reported sources of information about CSSs included the telephone book, word of mouth, and the Internet.
Little is known, however, about how family physicians and their offi ce staff support older adults to make connections with CSSs or their knowledge and awareness of such services. Researchers found that many physicians have inadequate knowledge of and underutilize CSSs such as adult day care, housing options, and congregate meals (Barker, Mitteness, & Heller, 1991 ; Damron-Rodriguez et al., 1998 ; Henninger, Henninger, Morse, & Zweigenhaft, 1987 ; Yeo & McGann, 1986 ) . Research focused specifi cally on CSSs for older persons with dementia and their families suggests that physicians have limited awareness and referrals to relevant CSSs (Fortinsky, 1998 ; Fortinsky, Leighton, & Wasson, 1995 ; Yaffe, Orzeck, & Barylak, 2008 ) . Limitations of this literature include the dated nature of most studies, the combination of both primary care and specialist physicians, and the lack of research approaches to address acquiescence bias.
The current study addressed in this article constitutes the second phase of a two-phase qualitative study on how primary HCPs link older adults to CSSs. The fi rst phase of our study was a qualitative multiple case study of family physicians. In that phase, 23 family physicians from four different models of primary health care -Family Health Teams (FHTs), Community Health Centres (CHCs), Family Health Organizations (FHOs), and fee-for-service (FFS) -were asked how they facilitated the linkage of older patients to CSSs ( Ploeg et al., in press ) . Across all models of primary health care, physicians collaborated extensively with their interprofessional team members to make these linkages, often delegating activities to the team members. Physicians were asked to identify the interprofessional team members they collaborated with to make linkages to CSS and these team members, in turn, were invited to participate in the second phase of the study, as reported here. We could fi nd no literature describing how primary care HCPs other than physicians link older persons to CSSs.
In summary, older adults have limited awareness of available CSSs and often turn to health care professionals in primary care settings to help them make these connections. Previous research shows that family physicians collaborate extensively with their interprofessional team members to facilitate patient linkages with CSSs. However, we know little about how nonphysician HCPs working in primary care settings link older patients to CSSs. The aim of this study was, as mentioned, to understand how non-physician primary HCPs link older adults to CSSs. Study fi ndings can be used to develop resources and approaches to better support primary HCPs to connect older adults with CSSs and ultimately to enhance their quality of life and improve their ability to live independently in their own communities.
Methods

Study Design and Setting
We used a qualitative descriptive approach as described by Sandelowski ( 2000 Sandelowski ( , 2010 . This approach is based on naturalistic inquiry, an approach that studies events and persons in their natural state. It aims to provide a comprehensive description using everyday terms of specifi c events experienced by individuals or groups of individuals. This approach was well suited to the purpose of developing a description of the processes used by HCPs to link older adults with CSSs.
The study was conducted in Hamilton, Ontario, Canada. Several primary health care funding and delivery models co-exist in Ontario, most of which are represented in the city of Hamilton. Participants were recruited from four main primary health care models: FHTs, CHCs, FHOs, and FFS practices (Hutchison, Levesque, Strumpf, & Coyle, 2011 ) (see Table 1 ). FHTs and CHCs consist of teams of interprofessional health professionals (often including but not limited to family physicians, nurse practitioners, nurses, social workers, mental health counsellors, dietitians, and pharmacists). These models facilitate interprofessional collaboration and sharing of knowledge and expertise in order to connect clients to CSSs. FHOs also provide comprehensive care to their patients, although they often have smaller interdisciplinary team compositions and may hire other professionals outside of their practice to provide services for clients. Fee-for-service practices are often composed of smaller teams, and solo practices may include only a physician and nurse. All primary health care models have access to home care case managers, but some FHTs have case managers specifi cally assigned to the team who meet regularly with team members.
Sampling and Recruitment
In Phase 1, physicians ( n = 23) were purposively sampled from sampling frames of the family practices within each of the four primary care models. Where possible, we used maximum variation sampling to include solo, small, and large group practices. The largest proportion of physicians (48%) was from FHTs; there was a larger proportion from non-FHT models of care in Phase 1 (52%) than in Phase 2 (30%). Physicians were told that the purpose of this study was to understand how family physicians facilitate older patients' access to CSSs and to identify variations in the approach to making linkages across different primary health care models. Primary care physicians (from Phase 1) and colleagues (from Phase 2) provided the names and contact information for potential study participants to the research coordinator who contacted them with information about the study and an invitation to participate.
Purposive sampling strategies were used in this study, including criterion sampling, maximum variation sampling, and snowball sampling (Patton, 2002 ) . Participants met the criterion of being non-physician professionals who worked in primary health care settings that included older adults as patients. Maximum variation sampling was used to recruit participants representing various disciplines (e.g., registered nurses, mental health counsellors, dietitians, social workers, pharmacists, and home care case managers) and different models of primary health care (FHT, FHO, CHC, FFS). Using snowball sampling, we asked participants to identify other HCPs that they would turn to for help when connecting older patients to CSSs.
Data Collection
Data were collected using semi-structured face-to-face interviews conducted at participants' workplaces. A semi-structured interview guide was developed based on the guide used in the fi rst phase of this study and a review of the literature. Participants were asked to describe what they do when an older patient needs access to CSSs and what processes they use to link the person to CSSs. They were asked to describe any resources they turn to for help in deciding where to refer older patients, and the kinds of resources they feel would be valuable to assist the patients. Participants were also asked to respond to two short vignettes related to older adults who require access to CSSs (see Table 2 ). Demographic characteristics were collected on each participant and included gender, years of practice, and type of profession. Interviews were conducted by the study's research coordinator between FHOs also provide comprehensive care to their patients. Some FHOs have access to additional funds which enable them to hire other health professionals to provide special programs such as mental health, nutrition, and foot care. FHO physicians are paid using a blended capitation model that includes a variety of incentive payments.
Family Health Teams
FHTs consist of interprofessional teams of health professionals (e.g., family physicians, nurse practitioners, nurses, counselors, dietitians, pharmacists) who provide comprehensive care to patients with a focus on chronic disease management and disease prevention. Most FHTs are physician-governed. FHT physicians are paid using a blended capitation model that includes a variety of incentive payments. Some FHTs are academic FHTs and also committed to training health professionals. Fee-for-service practices Fee-for-service physicians are paid for services rendered and rarely employ health professionals other than nurses.
PHC = primary health care
October 2009 and January 2011 and lasted an average of 30 minutes; each interview was audiotaped and transcribed verbatim. The research coordinator was experienced in conducting semi-structured interviews and the study leads were experienced in designing and conducting qualitative research studies.
Data Analysis
Transcriptions of interviews were checked against the audiotapes to ensure accuracy of the data. Transcripts were entered into QSR International's NVivo 8 software to help with data management. The study leads and research coordinator jointly conducted the data analysis, and preliminary fi ndings were discussed with the other investigators as the analytic process continued. Consistent with a qualitative descriptive design, we used qualitative content analysis strategies (Sandelowski, 2000 (Sandelowski, , 2010 , particularly conventional content analysis (Hsieh & Shannon, 2005 ). This approach is appropriate when existing research in the area is limited (Hsieh & Shannon, 2005 ) . One of the advantages of this approach is that information is gained from participants without imposing a preexisting theory or categories to the data. Consistent with this approach, transcriptions were repeatedly read and re-read to achieve immersion in the data. Lineby-line coding of the data was conducted to capture key concepts using both NVivo codes (arising from the data itself) and the interview questions. A coding scheme was developed and was applied by two team members on the fi rst four transcripts, then revised and applied to the remaining transcripts. Data within codes were carefully reviewed, and codes were then sorted into categories based on how the codes were linked or related to each other (Hsieh & Shannon, 2005 ) . Word tables were developed to display the processes used by each health care provider to link older patients to CSSs and these tables were analysed for similarities and differences.
Strategies to Ensure Rigor
We used a number of strategies to ensure the quality of this study (Lincoln & Guba, 1985 ) . Given the variability of models of primary health care in Canada and variability of disciplinary team members in such models, study transferability was enhanced through the inclusion of participants from four different models of primary health care, as well as participants from multiple disciplines within these models. Dependability and credibility were addressed through the use of investigator triangulation whereby multiple research team members reviewed and discussed data and fi ndings over the study period. These team members, representing a variety of disciplines and backgrounds (e.g., family practice, nursing, psychiatry, sociology, aging), brought unique perspectives to data interpretation that helped to ensure data credibility. An audit trail of all study decisions (e.g., sampling, data collection, data interpretation) was maintained.
Ethics
The Hamilton Integrated Research Ethics Board granted ethics approval of the study (09-267). The research coordinator ensured informed consent, collection of signed consent forms, and protection of participant confi dentiality. Participation was voluntary, and withdrawal from the study could occur at any time without consequence. No incentives were offered to physicians in Phase 1 or the non-physician health care providers in Phase 2 to participate in the study.
Results
Demographics
A total of 20 HCPs participated in this study. Participants included social workers, mental health counsellors, nurses, pharmacists, dietitians, and home care case managers (see Table 3 ). All but one of the participants were female. They worked in various primary health care models with most (70%) working in FHTs.
The proportion of older adults in their practices ranged from as low as 0-25 per cent to as high as 75-100 per cent; 70 per cent of the HCPs had older adults making up less than 50 per cent of their practice. These HCPs also varied in their number of years of practice with similar proportions having 0-14, 15-24 and more than 25 years of experience.
Categories
Four categories were identifi ed refl ecting the processes that HCPs used to link older patients to CSS:
(a) collaborating with other interprofessional health care providers; (b) engaging patients and families in facilitating linkages to CSSs; (c) facilitating follow-up, and (d) using out-of-date resources and ineffi cient search strategies to identify CSSs. The categories were represented by professionals from all disciplines and across each of the primary care models, and were refl ected in responses to both the general interview questions and the vignettes. In regard to the level of comfort in linking older adults with CSSs, 30 per cent of the HCPs reported that they felt very comfortable, 60 per cent felt fairly comfortable, and only 10 per cent stated that they were uncomfortable in facilitating linkages. Participants working in a team-based primary health care model explained that they felt comfortable because they were able to rely on others within the practice to help them if they needed to link older adults to CSSs.
HCPs were asked during the presentation of vignettes to list specifi c CSSs that they would use in the vignette scenarios. 
Collaborating with other Interprofessional Health Care Providers
The most common process described by participants to facilitate linkages of older patients to CSSs involved collaborating with other interprofessional HCPs. This collaboration involved communicating and consulting with others, both within and beyond their teams, to fi nd resources that would best meet patient needs. HCPs recognized that different team members had diverse experiences and knowledge bases related to CSSs. Participants indicated that they most frequently consulted with nurses (registered nurses, registered practical nurses, nurse practitioners) as many had previous community work experience and knowledge related to CSSs. Overall, HCPs collaborated extensively with a range of interprofessional colleagues who had more experience or knowledge about CSSs in order to facilitate linkages of their older patients to appropriate CSSs.
Engaging Patients and Families in Facilitating Linkages to CSSs
HCPs described a number of processes they used to engage patients and families to help facilitate linkages to CSSs. The facilitating linkages term used in this article includes a variety of strategies that could result in use of CSSs such as providing information to older adults and caregivers on available CSSs, or contacting CSSs to obtain information about their services to share with patients and caregivers, or more actively actually making referrals. HCPs explained that they often begin by meeting with patients and families to assess the needs and wishes related to CSS, including their attitudes to accepting such services. HCPs often give information about available services including eligibility and costs. Further, they encourage participation of patients and families in setting priorities and making decisions related to CSSs. HCPs then determine, in consultation with patients and families, who will make contact with the agency. This decision is made by considering both the abilities of the patient and family and a desire on the part of HCPs to encourage independence.
Participants described teamwork as including older adults and families: "You gotta work together as a team with the elderly" (015 FHT Mental Health Counsellor). HCPs explained that they have "family meetings" (018 CHC Occupational Therapist) with patients and families to assess their preferences for support and determine which services would best meet their needs:
We 
Using Out-of-Date Resources and Ineffi cient Search Strategies to Identify CSSs
Many HCPs referred to the use of out-of-date resources and ineffi cient search strategies to identify appropriate CSSs for older adults. Although they use a variety of different resources including books, Internet websites, pamphlets, and conferences, there is no effi cient and systematic way to identify appropriate CSSs for older adults. Many described using a hard copy of The Red Book which was developed by a local community information service and last updated in 2007. However, participants acknowledged that "the community services little booklet [is] old" (008 FHT Mental Health Counsellor).
HCPs describe using the Internet as a "good resource" (002 FHT Nurse) for fi nding CSSs. They do keyword searches in search engines such as Google. While they acknowledge that "the Internet sometimes is the most up-to-date" (016 FHT Social Worker), they also recognize it may be an ineffi cient way to fi nd CSSs. Some HCPs refer to specifi c Internet websites and databases to help them fi nd information on CSSs. These websites include family health team sites and the Alzheimer Society. A few HCPs mentioned using the website version of The Red Book which contains 4,000 records of community and government services for all age groups: "Information Hamilton or something. It's a website that a lot of the social workers use. And I use that website as well" (001 FHT Nurse). However, it is diffi cult to fi nd CSSs specifi cally for older adults or specifi c care needs on the site.
HCPs also report using a variety of written resources related to CSSs. Some HCPs have created their own binder of CSSs that they use. One FHT has collated an information booklet on a broad range of community services that their employees can use. Although HCPs describe using a variety of resources and methods when looking for CSSs for their older clients, there is no central point of access that provides a comprehensive, up-to-date list of current and easily searchable CSSs.
Recommendations
During the interviews, we asked participants to make suggestions for resources, services, or supports that would help them to facilitate linkages between older adults and CSSs. Their two recommendations were (a) the development of a central, easily searchable source of up-to-date information on CSSs; and (b) the provision of more information on available CSSs. 
Discussion
Study fi ndings shed new light on how health care providers in primary care settings facilitate linkages to CSSs for older patients. First, HCPs reported that they collaborated extensively with other professionals both within and beyond their team in making these linkages. Participants described consulting and communicating with other disciplines to fi nd services that were relevant to the needs of patients. Study fi ndings paint a picture of HCPs who are doing a fairly good job of making linkages with CSSs and using available team resources to make these linkages. This is somewhat surprising, although encouraging, given the literature review that indicates important gaps in awareness of, and linkages with, CSSs for patients and families. It is possible that professionals who work in larger team models of primary health care, as the majority of these participants do, have a larger pool of experienced and connected colleagues to help them make appropriate connections with CSSs.
Given that many older adults seen in primary care settings have multiple chronic conditions and complex health and social needs (Fortin, Bravo, Hudon, Vanasse, & Lapointe, 2005 ) , HCPs must work together to provide care that addresses these complex issues. An integrated team model promotes interprofessional collaboration, which helps to improve the health and functional abilities of older adults (Trivedi et al., 2013 ) . This, in turn, helps to reduce caregiver burden and promotes client satisfaction and quality of care (Trivedi et al., 2013 ) . Thus, primary health care models that have interprofessional teams may have greater potential to facilitate appropriate linkages to CSSs for older adults.
A second fi nding from our study is that HCPs described engaging patients and families in facilitating linkages to CSSs. This interaction was important to determine the needs of the older adult and their family members, including acceptability of CSSs. HCPs encouraged the participation of patients and families in the process of connecting with CSSs and fostered shared decision-making. Previous research confi rms that patients in primary care settings express strong desires for a patient-centred approach that includes communication and partnership (Little et al., 2001 ) . In our study, we found that HCPs encouraged participation and collaboration by holding family meetings and involving family members in the decisionmaking process. Not only did this reduce the burden on family members, but it also provided HCPs an opportunity to better understand the needs of the older patient. This was especially important when HCPs encountered vulnerable older adults who were unable to articulate their needs.
A third important study fi nding is that HCPs provided follow-up in the process of linking older adults to CSSs. This follow-up may be particularly important where clients and families are vulnerable due to cognitive or mental health issues and language barriers. For example, previous literature indicates that caregivers of persons with dementia are often reluctant to use CSSs such as adult day programs and home supports, and yet timely acceptance of such services may improve their ability to care for their loved one at home (Gaugler, Kane, Kane, & Newcomer, 2005 ) . In one study, having health professionals make the linkages with the Alzheimer Society on behalf of caregivers of persons with dementia resulted in more timely use of this service (McAiney, Hillier, Stolee, Harvey, & Michael, 2012 ) . Thus, follow-up by HCPs related to acceptance and use of CSSs may be an important strategy to improve uptake of such services.
Most of the HCPs we interviewed (75%) indicated this as a common practice, and it was somewhat more common among HCPs in larger team practices such as FHTs (79%) compared to those in other models of primary care (67%). This category was not identifi ed in Phase 1 interviews with family physicians.
Finally, study fi ndings highlighted that HCPs often rely on out-of-date materials and ineffi cient search strategies to fi nd information on available CSSs. Participants described using a wide variety of resources such as books, brochures, and other written materials as well as the Internet as sources. Participants frequently described using a number of Internet search engines to enter search terms to fi nd nearby CSSs but this was often a time-consuming and non-productive approach. Thus, it is challenging for HCPs in primary care settings to effectively and effi ciently identify CSSs and facilitate linkages for older patients with these services. This category is consistent with our Phase 1 research with family physicians ( Ploeg et al., in press ).
Implications
Our study fi ndings have a number of practice implications. First, it is vital that primary care settings create an environment that facilitates interprofessional collaboration. Research indicates that family health teams are undertaking a range of interprofessional education and practice initiatives to support interprofessional collaboration (Goldman, Meuser, Rogers, Lawrie, & Reeves, 2010 ) . These initiatives may have an impact on processes to link older adults to CSSs, but further research is needed in this area. Within Canada, the development of primary care reform initiatives has sparked the incorporation of team-based care into many provincial and territorial systems of care (Aggarwal & Hutchison, 2012 ) .
Some FHTs have incorporated the role of community navigators within the interprofessional team. Traditionally, navigators worked within communities of underserved clients facing various health disparities related to the different social determinants of health (Dohan & Schrag, 2005 ; Freeman, 2006 ; Natale-Pereira, Enard, Nevarez, & Jones, 2011 ) . Although most of the research on patient navigators is based in cancer care, recent models of navigation have expanded to primary care and target older adults with multiple chronic conditions (Boyd et al., 2007 ; Boyd et al., 2009 ). In the guided care model, for example, a nurse in the primary care offi ce works with physicians and other health care professionals to coordinate care of multimorbid older adults; as one aspect of their role, these nurses take on navigation responsibilities in facilitating access to community resources including CSSs (Boyd et al., 2007 ; Giddens, Tanner, Frey, Reider, & Boult, 2009 ). Further research is needed to explore the impact of such roles in primary care on the use of CSSs, patient and family outcomes, and cost-effectiveness (Ferrante, Cohen, & Crosson, 2010 ) .
Many older adults and their families rely on their primary health care providers for information about CSSs (Felix & Eudy, 2010 ) . These providers are uniquely positioned to have an impact on this aspect of the patient's care because of their knowledge of the patient and their role in providing ongoing patient care. However, the barriers they face in enacting that role, as described in this study, must be addressed. While nurses are often the most common professional group working in primary care teams, it is vital that all team members (e.g., social workers, mental health counsellors) who interact with patients and families are familiar with CSSs and have the resources needed to make these links.
Finally, consistent with recent recommendations in a number of government reports, study fi ndings point to the need for improved information about CSSs for patients, families, health care providers, and the general public (Health Canada, 2015 
Strengths and Limitations
Although this study had representation of a variety of interprofessional health care providers from four different primary health care models, and yielded a number of rich insights, it was conducted in only one geographic area. 
Conclusion
Health care providers in primary care settings play key roles in helping older patients and their families link with CSSs that foster independent living and quality of life. Study fi ndings reinforce the value of interprofessional collaboration in primary care settings. The study provides insight into the strategies used by HCPs to link older persons to CSSs and recommendations to improve their ability to make these linkages. This understanding can be used to develop resources and approaches to better support primary care health care providers in helping older adults use CSSs that support them to age in place.
